Massive hemoptysis is a life-threatening complication of respiratory disease. It is an emergency requiring immediate medical attention. A 58 year-old woman with bronchiectasis was admitted to the hospital following episodes of massive hemoptysis. Chest CT scan and bronchoscopy did not reveal any endobronchial lesion and bronchial artery angiography and embolization were performed successfully. Despite successful embolization, her hemoptysis recurred and the patient underwent angiography for the 2 nd time; which showed normal left bronchial artery and occluded right intercostobronchial artery. Lower thoracic aortogram revealed a systemic non-bronchial artery in the right lower lung field and evidence of pulmonary shunting. Super-selective angiogram of this artery showed vascularity to lower esophagus and considerable supply of the right lower lung field with pulmonary vascular shunting. Embolization of this nonbronchial systemic artery was carried out successfully with complete occlusion. Few days after the embolization, the patient reported pleuritic and epigastric pain and also complained of odynophagia and dysphagia; which were managed conservatively. Four days later, her symptoms improved and she was discharged subsequently. At 40-day follow up, she was still symptom-free with no hemoptysis.
Massive hemoptysis is a life-threatening complication of respiratory disease. It is an emergency requiring immediate medical attention. A 58 year-old woman with bronchiectasis was admitted to the hospital following episodes of massive hemoptysis. Chest CT scan and bronchoscopy did not reveal any endobronchial lesion and bronchial artery angiography and embolization were performed successfully. Despite successful embolization, her hemoptysis recurred and the patient underwent angiography for the 2 nd time; which showed normal left bronchial artery and occluded right intercostobronchial artery. Lower thoracic aortogram revealed a systemic non-bronchial artery in the right lower lung field and evidence of pulmonary shunting. Super-selective angiogram of this artery showed vascularity to lower esophagus and considerable supply of the right lower lung field with pulmonary vascular shunting. Embolization of this nonbronchial systemic artery was carried out successfully with complete occlusion. Few days after the embolization, the patient reported pleuritic and epigastric pain and also complained of odynophagia and dysphagia; which were managed conservatively. Four days later, her symptoms improved and she was discharged subsequently. At 40-day follow up, she was still symptom-free with no hemoptysis. Recurrence of hemoptysis after a successful BAE suggests that the source of bleeding may be from the pulmonary or systemic non-bronchial artery.
INTRODUCTION

Anatomy of the bronchial artery
Normal bronchial arteries are small vessels that originate directly from the descending thoracic aorta and supply blood to the lungs, esophagus and lymph nodes.
Bronchial arteries show substantial anatomical variations.
The majority of these variations are shown in Figure 1 .
In a minority of cases, the origin of bronchial arteries is outside the level of the forth or the sixth thoracic vertebra in the descending aorta or is at the aortic arch or any aortic Embolization of esophageal branches may be complicated with temporary dysphagia (0.7-18.2%)(3-4). Another complication is pulmonary infarction, especially when the bronchial artery is the only source of blood supply to the lung parenchyma with low pulmonary artery perfusion due to proximal pulmonary artery occlusion (5).
CASE SUMMARY
A 58 year-old woman was admitted because of recurrent sub-massive hemoptysis since a month ago. She was complaining of chronic cough and was diagnosed as having right upper lobe bronchiectasis. She was a nonsmoker but had been exposed to wood smoke because of home baking. She was suffering from diabetes for the past two years. Four months before the admission, the patient experienced some episodes of massive hemoptysis. Embolization of this non-bronchial systemic artery was performed with PVA 250 -300 μ successfully with complete occlusion (Figures 4 and 5 ).
In the face of a lot of vascular networks that supply the esophagus, we were not concerned about a major complication. 
